We welcome letters to the Editor concerning articles which have recently been published. Such letters will be subject to the usual stages of selection and editing; where appropriate the authors of the original article will be offered the opportunity to reply.
Author's reply:
Sir, I would accept the criticism made by Dr Padua and his colleagues regarding our article. The sample size was small both in the early and late groups. The difficulties of recruiting patients to this type of surgery were referred to in our discussion. Although a larger sample size in both groups would have been desirable, we were unable to demonstrate any significant advantage for an immediate anterior cruciate ligament (ACL) reconstruction. In fact, the significant differences observed were in favour of delaying the procedure.
We consider that our study does contribute to the debate on this issue as there is an increasing tendency in some parts of the world to carry out immediate ACL reconstruction, without any evidencebased support that this is a more effective method of management. The authors compare two different devices for internal fixation of femoral neck fractures. The study is based on radiographic outcome as well as the need for a secondary arthroplasty. One conclusion is that "osteosynthesis is the method of choice for most displaced fractures of the femoral neck". We don't find any support for this statement, in this study or in the literature. Furthermore, if followed by the readers, it may lead to tragic consequences for a large number of patients.
J. F. KEATING, FRCS
Ed (Orth) Royal Infirmary of Edinburgh Edinburgh, Scotland.
Fixation of fractures of the femoral neck
Firstly, 24 of 224 (11%) displaced fractures in the study were regarded as 'irreducible' and excluded prior to randomisation. If these fractures, prone to healing complications, had been included, the failure rate after internal fixation of displaced femoral neck fractures would have been higher than the 70 of 200 (35%) reported in the study. The results are in the range seen in other studies. 2 However, our main point is that the re-operation rate after internal fixation is not a suitable single outcome measure as it incorporates other factors such as local traditions and a willingness by the surgeon to re-operate. 3 Six swedish prospective, randomised studies have compared internal fixation and primary arthroplasty in the treatment of displaced femoral neck fractures in the elderly. [4] [5] [6] [7] [8] [9] The general conclusion is that a primary cemented arthroplasty is superior to internal fixation regarding need for secondary surgery, function, pain, nutritional status and quality of life in the active and lucid patients without being more costly. 
Authors' reply:
Sir, We thank Drs Johansson, Neander and Rogmark who all have published important randomised studies between osteosynthesis and arthroplasty for femoral neck fractures, for their comments. We chose not to include the irreducible fractures. Inserting screws or pins into a fracture which is not reduced predisposes to complications of healing, as our study shows. In this setting, choosing an 'intention-to-treat' -analysis, or classifying these fractures as failures, would, in our opinion, be wrong.
Johansson et al seem to have misunderstood the message in our study, thinking that all displaced femoral neck fractures should be internally fixed according to our recommendations. We are well aware of the randomised studies they referred to and the present trend in Sweden to perform more primary arthroplasties for the displaced femoral neck fractures. The important message from our study is that a certain number of these fractures benefit from primary internal fixation and that better results are achieved if the operations are performed according to criteria of accurate reduction and positioning of internal fixation. Therefore, we found it important to report results from Norway, where the quality and the number of cases of internal fixation is still high.
All our patients were called in for radiographic and clinical evaluation at four months, one year and two years after the operation. The outcome is thus based not only on 'need for reoperation', but also on repeated radiographic evaluation, evaluation of functional outcome, assessment of pain, as well as a description of the living conditions of the patients.
An observation not previously reported is that the penetration of the drill into the joint during surgery changes the fate of the fracture dramatically. This observation is to our knowledge new. It is also a warning against relief of pressure by intentionally drilling up into the joint to evacuate bleeding tamponade. High intracapsular pressures have been registered in undisplaced fractures of the femoral neck.
1 Aspiration of the haemorrhage is recommended in these cases.
Arthroplasty in all cases of displaced femoral neck fractures can be considered as unnecessary overtreatment. An optimised balance between primary internal fixation and primary arthroplasty is the goal for future treatment. At the present stage we recommend: do not behead all because some fail. The reduction of perioperative blood loss, and more appropriate use of allogenic blood products must be a clinical priority. [3] [4] [5] [6] [7] These two articles 1,2 provide only part solutions to improving current practice. Their practical impact is limited by their own perspective.
The ideal solution includes 'core' (applicable to all Trusts) and 'optional' (adopted according to local preference and resource availability) elements.
Pre-operative: (optional elements in italics)
. Early pre-assessment, 8 identifying/treating those patients with low Hb (< 11 g/dl) 9 . Homologous transfusion/pre-donation 10 Peri/Intra-operative:
. Normovolaemic haemodilution 11 . Anti-fibrinolytic therapy 12, 13 . A combination stategy with co-ordinated pre-, peri-and postoperative elements is far more likely to achieve maximum practical impact. Both articles addressed different aspects of the same problem, but failed to develop this into a co-ordinated solution based on the whole patient process. One of the incentives for the Helm article was the restrictive cost of cell salvage. However, they failed to consider the potential value/role of anti-fibrinolytic therapy as a cheaper alternative. Jeserschek et al 1 used aprotinin; other drugs have been used successfully in this context, 12, 13 are cheaper and have reduced allergic side effects.
Pivotal to any pragmatic improvement in current practice is the need for re-education and the development of a consensus approach. To be achievable and to realise the full potential of any change, close cross speciality co-operation (surgeons, anaesthetists and GPs) is vital. With appropriate dialogue, the role of each clinician can be defined and protocols drawn up and adapted according to local factors. 
